Background
Introduction
The 2006 World Health Organization (WHO) report stated that "developing capable, motivated and supported health workers is essential for overcoming bottlenecks to achieve national and global health goals" [1] . This statement elucidates the critical role health workforce play in the realisation of health goals globally.
The health service industry, like other service industries, is labour-intensive and service providers represent (to a large extent) the core values of the industry in every country [1] . This is why pre-service training for health workers in health training institutions must be given the needed attention. Pre-service training for health workers is particularly important in developing countries such as Ghana which is still grappling with limited numbers of motivated healthcare workers to meet the growing population health needs.
Even though policy makers have acknowledged some health sector human resource challenges and in some cases have initiated remedies, the impact of such interventions appear to be skewed and insufficient in addressing the existing challenges [2] [3] [4] [5] . Over the years, emphasis on health worker motivation has often been limited to clinical health staff working in hospitals and other health care facilities [2, 3, 6, 7] . Consequently, health tutors who are largely responsible for the training and development of skills and knowledge of clinical health staff appear to have been receiving lesser attention in health worker motivation strategies and initiatives.
Moreover, health tutors, particularly in nursing and allied health training schools, have not been adequately engaged in many previous studies on health worker motivation and retention. As a result, "wholesale" incentive packages are often rolled out for all categories of health workers in Ghana. Albeit the Ministry of Health (MoH) recognizes health tutors as important input factors in the production of high quality health professionals for the health sector [8] , there appears to be limited empirical data on factors that influence motivation and retention of health tutors in Ghana.
It is frightening that Health tutors play an essential role in sustaining health training institutions in Ghana yet little is known of the working conditions of this cadre of health workers and the perceived rural-urban disparities in work incentives. In light of this, the MoH is confronted with the increasing negative effects of rural-urban migration of qualified health tutors for better working conditions in the more endowed regions of the country [8] . In Ghana, the health tutor-student ratio in a typical urban health training institution is 1:80 compared to 1:150 in a typical rural training institution [8] .
The impact of rural-urban imbalance on quality teaching and learning is not farfetched. Health trainees without the requisite pre-service training are potential threats to clients and the healthcare system at large. For instance, students are likely to receive poor training from demotivated health tutors which could compromise the quality of services they eventually render to clients.
Since quality of health services remains a major concern to clients, policy makers and stakeholders of public health in Ghana [6, 7, 9, 10] , a comprehensive staff motivation approach to health care quality improvement is imperative, particularly the need to focus on health tutors since they are critical in ensuring quality pre-service training for health professionals.
Overall, this paper is motivated by gaps in the literature on health tutor motivation, and the implications on quality pre-service training of health professionals. This descriptive qualitative study explored the perspectives of health tutors on factors that determine their motivation and retention in public health training institutions regulated by the MoH in Ghana. Understanding perspectives and expectations of health tutors will help inform policy reforms towards improving health tutor motivation and retention. This paper measured views of health tutors on work conditions and the perceived rural-urban disparities in work incentives.
Methods

Study design and sampling strategy
This is a descriptive qualitative study conducted in the Greater Accra (GAR) and Northern regions (NR) of Ghana, using the deductive thematic and sub-thematic analysis approach. These two regions were purposively selected for rural-urban balance since the GAR has relatively more health training institutions located in urban areas while health training institutions in the NR are predominantly located in rural areas. This design was adopted because there was the need to identify basic social processes related to health tutor motivation behaviours in the training institutions where they work.
A total of six health training institutions were purposively selected and earmarked for Focus Group Discussions (FGDs) based on maximum variation sampling taking into consideration the different characteristics of the training institutions in the two region.
The health training institutions were selected based on their individual characteristics-student population, number of health tutors, and the age of the training institutions. Age was considered to ensure a balance between old and relatively young training institutions. In all, five out of the six selected training institutions participated in the focus group discussions, involving 72 health tutors. Nonetheless, saturation was attained after conducting the five focus group discussions. The average number of participants per focus group discussion (FGD) was 14 and one trained moderator.
The selection of health tutors within the individual health institutions was mainly purposive, since the focus was to explore experiences of health tutors who have worked for not less than six months and were posted by the Ministry of Health Human Resource Directorate (HRD) to the health institutions. Based on this criteria, all 72 health tutors who qualified and were approached agreed to participate in the study. Hence the response rate was 100%. The study was conducted in direct collaboration with the Ministry of Health headquarters (the Health Training Institutions Secretariat at that time), and principals of the various training institutions. 
Data collection procedure
Consent to participate
In line with the ethics protocols of research in Ghana, written informed consent was signed by all focus group discussion participations prior to the discussions. The researchers also obtained written permissions from the Ministry of Health headquarters, Health Training Institutions Unit (at the time) and also from principals of all training institutions involved.
Operational definitions
Health tutors: For the purposes of this study, health tutors include professional nurses, midwives, public health nurses and other allied health professionals who have been appointed to teach in MoH regulated health training institutions. Health training institutions: Health training institutions in the Ghanaian context are tertiary institutions either set out to train only nurses, nurses and midwives, health assistants (clinical), health assistants (preventive) or allied health professionals in the disciplines of disease control, community nutrition, health information etc. The focus of this study was on health training institutions that train general nurses, midwives and health assistants (clinical).
Data management and analysis
The focus group discussions and key informant interviews were recorded and later manually transcribed verbatim. The researcher then develop four key thematic areas based on the transcripts. Sub-themes were developed following content analysis which was based on similarities in content of responses. Moreover, a review of existing literature on worker motivation theories informed the development of the thematic areas. Qualitative analysis was done by three of the four authors of this paper. The field notes complemented the content analysis, and development of sub-themes from the responses. The four key thematic areas are:
• Perceived motivation factors and constraints
• Perceived disparities in work conditions of health tutors
• Perceived push and pull factors for staff internal and external migration
• Recommendations from focus group participants on motivation levels and staff retention Descriptive statistics were presented on staff demographics and background information on the sampled health training institutions. Researchers used administrative records, with the permission from management of the institutions, for information on respondents' gender, age, educational qualification and other characteristics. This was done prior to the focus group discussions.
Credibility and internal validity of findings
Co-authors double checked the responses for their truthfulness or otherwise and so credibility of findings of the study is assured. Moreover, the researchers did cross referencing of research subjects' responses to identify contradictions. Where there were contradictory instances, an independent validator was employed to do further content analysis to isolate untruths and misrepresentation of facts. Also, the researchers triangulated the data collection procedures such as focus group discussions, secondary data and individual interviews to look for possible divergence and convergence of patterns.
Auditability and confirmability
To promote auditability of the responses, the social, physical and interpersonal contexts associated with the data were ensured by recording the gender, work history, age and other personal/work related information of the respondents. Moreover, all the authors did a theoretical coding thereby enabling a minimization of potential bias and coding error rates.
Fittingness and transferability
Analytical generalizability of the findings could be a challenge in this study because the study was conducted in two out of ten regions of Ghana. It is possible the responses were peculiar to the work conditions of the health training institutions in the two regions and might not necessarily be a true reflection of the national picture. Nonetheless, selection of the Greater Accra (predominantly urban) and Northern regions (predominantly rural) gives a fair representation of the country considering that the main objective of the study is a rural-urban comparison of workplace motivational factors among health tutors.
Findings
Training schools involved in focus group discussions. From the descriptive data, the average age of health tutors was 42 years in GAR and 34 years in NR. In both regions, it was found, the youngest age quoted by respondents was approximately 30 years and oldest quoted age was 59 years. Close to 60% of health tutors engaged in the NR were not permanent workers while the remaining were permanent staff on government of Ghana (GoG) payroll. In the GAR, over 70% of health tutors who participated in the focus group discussions were full time or permanent health tutors on GoG payroll and fewer than 30% were part time staff.
In terms of gender distribution, out of the 72 participants, the ratio of female to male tutors was higher for females in GAR (approximately 4:1) compared to a lower ratio for females in NR (approximately 1:3).
Moreover, it was observed that more health tutors in GAR had higher educational qualification (minimum of Masters Degree) than tutors in NR, who predominantly had a maximum of Bachelors Degree. About 60% of health tutors in GAR had Masters Degree; less than 10% of health tutors in NR had Masters Degree.
In terms of tutor: student ratio, GAR School B had the highest of 1:70 while GAR School A had the lowest of 1:33. NR School A recorded the highest student population of approximately 1,300 as at 2015 while NR School C recorded the lowest student population of 494. Total student populations for NR School A and NR School B were approximated based on average student intake for the periods of 2011-2015, see details in Table 1 .
Qualitative findings
Perceived workplace motivation factors. During the focus group discussions, health tutors were asked to express their views on incentives at their workplace. From the focus group discussions, health tutors generally perceived a well-motivated staff to be one who is appreciated by school management/administration. According to participants of the focus group discussion, management could show appreciation by giving money or fuel allowances to tutors whenever they perform extra duties. A tutor from one of the schools in the GAR lamented: Participants of the Focus group discussion in the GAR emphasized monetary incentives as a way of motivating health tutors. GAR participants argued that giving additional financial incentives for extra work done is one way to improve motivation levels for health tutors. Discussions from the GAR focus group discussions generally revealed that many tutors were not During the focus group discussion in GAR School B, some specific financial incentives were identified as key in increasing motivation levels of health tutors, and in improving the quality of teaching and learning in health training institutions. Another form of motivational package that dominated the focus group discussions in GAR and NR was the need to re-introduce the system that allow health workers including health tutors acquire vehicles through hire purchase. They reckoned this will help reduce the burden of purchasing vehicles from the open market. A tutor from GAR School A contributed to the discussion indicating that: Opportunity for early promotions appeared to be of more concern to health tutors in the NR than their counterparts in the GAR. Health tutors in the NR perceived their promotions were delayed more than their counterparts in better endowed regions in Ghana such as the GAR. For instance, a health tutor in NR School expressed her frustrations stating: Even though there was no proof of the participants' allegations, other members of the group supported these stories; responses from other FGD members suggest perhaps some health tutors were not promoted when they were due for promotion. The reasons for this were not immediately confirmed in this study.
Many participants also expressed dissatisfaction with the job description for health tutors. Health tutors generally believed their job descriptions were either inadequately documented or not documented at all in some cases. Moreover, management kept changing job descriptions of health tutors without official notification or directive from the employer, Participants also emphasized opportunities to pursue higher education as a very important motivational factor. However, some tutors perceived that there is inequity in accessing available opportunities; some tutors in endowed regions have better advantage over tutors working in the rural areas. A tutor from NR School C focus group discussion stated that: Other workplace motivational factors identified by participants in the focus group discussions are conducive work environment (especially office space); active involvement of tutors in school activities; improve availability of teaching and learning materials; availability of reliable internet connectivity; descent accommodation for health tutors, and provision of means of transportation to work. Some participants said they were motivated mostly by the good interpersonal relationship with colleague tutors; the good performance of students in professional examinations, and seeing past students at the clinical sites practising as nurses. Fig 1 illustrate 
Perceived workplace constraints/disincentives
Responses from participants also suggested health tutors were demotivated in their workplaces because of constraints such as poor internal communication in schools; lack of clear organogram and chain of command (especially in rural schools); undefined and/or conflicting roles for tutors; multiple tasking without commensurate motivation for health tutors; large class size coupled with low tutor population; perceived power struggle among tutors, and longer travel time to work (especially for urban tutors). 
Perceived disparities in work conditions of health tutors
Further content analysis of the focus group discussions showed that the response patterns of rural and urban health tutors varied. For instance, it was found that tutors in urban schools mentioned more of financial incentives and means of transport to work as key sources of motivation while rural tutors were particular about opportunity for higher education and full employment (for casual workers) by the MoH.
Another variation in the tutors' responses was that whereas tutors in urban areas complained of the lack of accommodation facilities for tutors, tutors in rural facilities decried poor school infrastructure and inadequate teaching/learning materials. Moreover, challenges with internet access and its consistency were predominantly mentioned during discussions in rural schools than those in urban schools.
It was also found that health tutors in rural schools were constrained by lack of career development opportunities and ill-equipped libraries. Tutors in urban schools were rather constrained by longer travel time to work. Furthermore, lack of organized administrative structures in pertinent schools was more associated with rural than urban schools, according to responses from the focus group discussions.
Responses of the health tutors in the various focus group discussion revealed that, tutors generally perceived unfairness and unequal access to work incentives especially among the rural and urban tutors. Moreover, it was noticed that within schools, some tutors got better favours from school heads and management than others. Some tutors expressed dissatisfaction with unequal treatment for tutors, access to information and other career opportunities. 
". . .I think these things [inequities in staff motivation
". . .I don't know about other tutors. . .but for me I think the head sometimes takes decisions that appear to favour some tutors. . .I don't want to talk too much but what I know is that there is the need to have national policies on what
Perceived push and pull factors for staff internal and external migration
Participants of the various focus group discussions mentioned factors that attracted them (pull factors) to teach as health tutors in their current workplace. The pull factors that recurred throughout the discussions include the following: love for the work (i.e. intrinsic desire to teach); willingness to help reform health trainees before practice at the ward; desire to work with particular principal of the school; job security since (it is government employment); low cost of living in area where school is located; better opportunity for career upgrading; perceived unity/team work among tutors in school; proximity to family; anticipated support from school for higher education; respectful and disciplined students.
Work conditions that health tutors mentioned as potential push factors that could compel them to leave their workplaces as health tutors were: the need to change work environment; conflict in school (often among tutors); need to secure better education for children elsewhere; need to join spouse in a different town; poor relationship with colleague tutors or school administration; getting better job opportunity (especially for casual workers); frustrations from the current workplace; unclear role definition for tutors by principals; over-empowerment of principals (described as "tin gods"); lack of delegation of school roles/activities; poor communication among tutors; perceived better working conditions in other training institutions; need to experience and enjoy city life and social amenities (especially among younger tutors in rural schools). Fig 2 shows the sequence of pull and push factors which emerged during the focus group discussions.
Recommendations towards motivating and retaining health tutors
Participants of the focus group discussions were further asked their opinion on possible interventions towards reducing perceived disparities in health tutor motivation and retention in rural and urban areas. Content analysis of the focus group discussions revealed two main thematic areas, namely health tutor-level recommendations and school administration level recommendations.
At the level of the health tutors, the most recurrent recommendations were implementation of research and book allowances for tutors; introduction of best health tutor award as the case with teachers in the education ministry; introduction of rural allowance for tutors in deprived areas; encouragement of early promotion for tutors in rural deprived areas, and provision of scholarships for deserving health tutors for further studies. A participant in Greater Accra region suggested: Another participant from the Northern region emphasized the need for policy makers to close the widening gap in working conditions of tutors in the rural and urban areas by formulating and implementing policies that will improve working conditions of tutors who agree to work in rural deprived areas. Other recommendations mentioned by participants of the focus group discussions bordered on the need to increase monthly salaries of tutors, and provide uniform or equal fuel and car maintenance allowances. It emerged from the focus group discussions that apparently the amount of money paid as fuel and car maintenance allowances varied from one school to another. While some participants of the focus group discussion bemoaned low fuel and car maintenance allowances, some focus group discussion participants revealed that these allowances were never paid in their schools as mentioned by a participant in Greater Accra region: 
Discussion
Overall, findings from this study showed that respondents were not content with their work conditions particularly among health tutors in rural areas. These observations appear to corroborate findings of previous similar studies among clinical health workers in Ghana [2] [3] [4] [5] [6] and elsewhere [11] [12] [13] [14] [15] . Findings of this study on possible factors affecting motivation of health tutors revealed two main thematic areas: health tutor, and school administration. Similar observations were made by Franco et al [16] in their exploratory studies on Jordan and Georgia where individual level determinants and contextual factors were found to influence health worker motivation levels. Even though Franco et al [16] further analysed the direct effect of cultural and environmental differences on motivation levels, this current study emphasized on the rural-urban geographic differences in the perceived working conditions of health tutors.
With regards the health tutors, the most recurrent recommendations made, especially by tutors in rural training institutions, appears to confirm the existing inequities in the working conditions of health workers in Ghana, including health tutors as cited in similar empirical studies on Ghana [5, 6, 9, 17] .
This study found out that the amount of money paid as fuel and car maintenance allowances was not uniform; it varied from one school to another. Moreover, while some participants of the focus group discussion complained about low fuel and car maintenance allowances, some tutors said these allowances were never paid in their schools, suggesting lack of uniformity in the payment of these incentives. Lack of uniformity and perceived disparities in worker motivation has been cited as important determinants of staff motivation and migration in the health sector in Ghana [5, 9, 17] .
Provision of staff accommodation and continuous professional development (CPD) have also been found to be key factors that influence staff motivation levels in many sectors including the health sector. In this study, it was observed that many of the health tutors suggested mandatory provision of accommodation for tutors, routine in-service training/orientation for health tutors. In the reviewed literature, a number of scholars advanced similar recommendations towards narrowing existing rural-urban gaps, albeit the focus has long been on clinical health care professionals [17] [18] [19] [20] [21] [22] . Even though the Ministry of Health has some existing policies on these work conditions, they have not been effectively implemented over the years due to government budgetary constraints. To promote equity in access to qualified health tutors in Ghana, it is imperative health education policies prioritise rural deprived areas in the allocation and distribution of material resources and creation of equal opportunities for career progression and professional developments. Findings of this current study suggests, many health tutors are compelled to migrate to better endowed schools in the urban areas because they feel cheated and disadvantaged in several respects, comparing themselves to their colleagues in urban areas. According to empirical studies [1] [2] [3] [4] 22] based on the equity theory of motivation, these perceptions have the tendency of lowering morale and diminishing workers' output at the workplace.
Previous works on health worker motivation in rural and urban areas in Ghana [5, 6, 9, 17 ] and other countries [1, 22] have alluded to the rural-urban development gaps as important determinants of rural-urban migration of qualified health workers. Although these previous studies did not focus on health tutors, the findings of the current study remain relevant to the ongoing rural-urban migration challenge confronting many health care systems, especially in Ghana and other resource poor countries in the sub-Saharan Africa. As part of measures towards controlling internal and external migration of health professionals including health tutors, national development plans should take into consideration the peculiar development needs of rural communities.
Limitations
This study relied solely on qualitative data involving 72 health tutors out of the over 1,000 health tutors in the country. Moreover, only two out of the ten (10) regions of Ghana were involved in the current study. In light of this, findings of the study may not necessarily represent the whole country. Nonetheless, the detailed focus group discussions, and varied nature of health training institutions and health tutors enabled the researchers understand the depth of the issues concerning health tutor motivation and constraints which quantitative approaches could not have revealed.
Sampling many more training schools and tutors across the country would help understand the national picture of health tutor motivation, retention and migration patterns in Ghana.
Moreover, due to resource constraints, the current study could not roll out a nation-wide study which could prove beneficial if the Ministry of Health and development partners focus on this important area of the healthcare system. In view of this, future research endeavors could be conducted in larger scales across the over 100 health training institutions in Ghana. Also, employing mixed methods approach in such future studies could help explore in detail work conditions of health tutors and possible associations with the quality of pre-service training being given to health trainees in Ghana.
Conclusions
The researchers are of the opinion that equitable distribution of health tutors and their retention in rural deprived regions will much depend on equal opportunities in work conditions of health tutors to promote motivation. Promoting equity in work conditions could help control health tutor internal and external migration. Also, supporting health tutors in rural areas to develop themselves in terms of institutionalized continuous professional development (CPD) programmes could help control the increasing migration of health tutors to better endowed urban areas. This approach could help close the existing rural-urban gaps in health tutor motivation in health training institutions in Ghana.
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